Refractive keratoplasty was introduced by Barraquer in 1949,' but recently interest in it has increased. The objective of the operation is to alter the anterior corneal curvature, providing a predictable, stable, and in some cases reversible change in refraction. Because of the large difference in the refractive indices of the precorneal tear film and air, small changes in the corneal radius will result in relatively large changes in its dioptric power. There are many types of refractive keratoplasty procedures, ranging from simple operations such as relaxing incisions and radial keratotomy to more complex, such as cryolathe keratophakia.
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In 1966 Barraquer2 placed alloplastic lenticules in the corneal stroma to achieve this goal. Successful implantation of different alloplastic lenses for therapeutic uses in corneal disease had been reported earlier. ' 
Results
The preoperative corneal measurements are listed in Table 2 . The 10 monkeys had a mean spherical equivalent refraction of -0-41 ± 1-81 dioptres (±SD), central keratometry readings of 51-38±3-11 dioptres with a corresponding corneal radius of Figure 1 illustrates the quiet appearance of the cornea 3-5 years after surgery. This animal continued to illustrate the biocompatibility of the hydrogel intracorneal implant even after 4-5 years.
The postoperative data are presented in Table 3 . The average depth at which the implant was placed within the cornea was 74±10%, which was deeper than the desired 50%. The cornea refractive change had a yield of +3±27%. The central keratometric change had a yield of +6±16%. A perfect yield would have been + 100%.
Discussion
The tissue tolerance of the hydrogel was excellent, as indicated by the 3-5 year follow-up of two eyes with Permalens intrastromal implants (Fig. 1) . However, the hydrogel plus power lenticule implanted in a freehand intrastromal pocket created no significant steepening of the anterior corneal surface and therefore little change in refraction. The large standard deviations indicate poor predictability of this surgery. The main cause of the poor results is in the use of a pocket dissection in which the anterior collagen bundles and Bowman's layer are not severed; thus these structures resisted the anterior curvature change. Other variables included the animal model, manufacture of the ICL, and intrastromal bending of the ICL. The globe is an intact sphere consisting of collagen fibrils with limited short-term stretching characteristics. The ICL in the cornea increases total corneal thickness, and this An advantage of performing keratophakia with a hydrogel lenticule is the reproducibility in manufacturing the lenticule hydrogel. Unfortunately the small dimensions and high water content of the ICL make it difficult to lathe cut for the very steep monkey cornea. The average anterior corneal radius of the monkeys in this study was 6-56 mm (51-45 D) . If the implant is located at 024 mm depth (about 50% thickness) in the cornea, the radii of the lamellar bed and the ICL base curve would be 6*39 mm. If the hydrogel being used contained approximately 70% water with a linear expansion factor of 1-6, then the manufacturer would have to cut the dehydrated hydrogel to a base radius of 3*94 mm. This small radius requires new technical skills for the manufacturer.
In order to create a predictable steepening or flattening of the anterior corneal surface, the anterior corneal collagen layers must be disrupted. One way to do this is to remove the anterior corneal lamellae, place a conformer or wedge such as the ICL on the lamellar bed, and then replace the anterior cornea so that it conforms to the curvature of the ICL, thus altering the anterior corneal surface. This is the approach used by Barraquer'4 in keratophakia, and it may allow hydrogel keratophakia to be more effective and predictable.5 16 Another approach is to use intracorneal implants of a high refractive index material." This approach is attractive, since it can utilise the technically simple intralamellar pocket dissection. The implant itself can cause the refractive alteration without relying on subtle changes in anterior corneal curvature. 
